There are two large pulp chambers in the underlying tooth, one corresponding to the lingual and the other to the buccal cusp. The buccal cavity is the largest and most regular in outline; the lingual cavity is somewhat smaller and shows the commencement of bifurcation, the buccal channel apparently running towards the large buccal pulp chamber.
There are two large pulp chambers in the underlying tooth, one corresponding to the lingual and the other to the buccal cusp. The buccal cavity is the largest and most regular in outline; the lingual cavity is somewhat smaller and shows the commencement of bifurcation, the buccal channel apparently running towards the large buccal pulp chamber.
The dentine overlying the tooth chambers is most irregular in respect of the tubular arrangement, the presence of large uncalcified areas, and the outlines of what look like vessels, and masses of calcospherites. In the root portion there is a layer of non-cellular cementum, a normal granular layer, and then, deeper in the dentine, a second area which is not unlike the granular layer but in which the irregular spaces are much larger.
On the buccal side the cementum is thicker and more poorly calcified-Sharpey's fibres are very plain and there. are some broad dark bands passing across it from the surface to the dentine, not unlike lamellae in enamel. There are a few lacunae. The granular layer is present, as also are the spaces described above with dentinal tubules ending there and, in addition, there are numerous interglobular spaces.
Between the two portions of the lower tooth there is an area of tissue which seems to be a mixture of dentine and cementum. Tubules are present and there are small dark spaces like those of the granular layer, large irregular spaces, some of which are connected by processes, and numerous irregular cement lacunae with their canaliculi. [October 26, 1936] Unilateral Secondary Facial Cleft with Excess Tooth and Bone Formation By MARTIN A. RUSHTON, M.B., L.D.S., and F. A. WALKER, L.D.S. THE patient, a boy of 16, was kindly referred to us by Sir Harold Gillies for dental treatment prior to a plastic operation. The dental treatment was carried out at the Dental Department of Guy's Hospital.
Ilistory.-The boy was born with an open facial cleft on the right side, and this was sewn up at the age of 10 days. There is no memory of any malformation among his relatives.
The date of eruption of the various teeth is not known, but the patient remembers that the left lower first molar is the only tooth which has been extracted. Present condition.-He is well developed mentally and physically, except for the abnormalities of the face and jaws (figs. 1 and 2). There is a linear scar with stitch-marks extending from the right labial commissure backwards on to the cheek, then upwards over the region where the zygomatic arch should be, in front of and above the ear to the edge of the parietal bone. The right ear is a few centimetres lower than the left, and the right eye rather higher above the mouth. The right side of the forehead is also slightly larger. The right corner of the mouth has been pulled somewhat upward and outward.
The middle of the right zygomatic arch, under the scar, is absent, but from its posterior stump the deep portion of the masseter can be felt to pass forwards and downwards to the mandible. The right temporal muscle can be felt to contract rather feebly in the temporal fossa. No defect of the great wing of the sphenoid, squatxiosal part of the temporal bone, or parietal bone is present. The mandible is of usual shape, except that the right ramus is displaced laterally, leaving a large retromolar fossa opposite the abnormal structure in the upper jaw which will be described. It contains a full complement of teeth except for the first left molar, which has been extracted; the third molars are unerupted. The palate is of normal shape as far back as the maxillary tuberosities, the right of which is 2 cm. anterior to the left ( fig. 3 ). On the left side the maxilla contains a full set of normal teeth, the third molar being unerupted; but on the right a molar is missing, which comparison with the left side shows to be the first: the other teeth are normal, the third molar unerupted. There is a 3 mm. space between the right first premolar and canine: the teeth posterior to this are in contact, and anterior to it spaced and prominent.
Posterior to the region of the maxillary tuberosities on each side is an abnormal mass of bone lying in the position of the pterygoid process. That on the right side is about 21 cm. in diameter, rounded, and projects downwards to the level of the alveolus. It carries four teeth, three erupted and one not. The erupted teeth are: a molar directed forwards and downwards and having two fused roots, a singlerooted premolar directed laterally, and a molar tooth directed downwards having two fused anterior roots and a separate posterior one. The unerupted tooth is of molar type. The bony mass is solidly attached, as could be felt when the decayed teeth were extracted from it later. The mass on the left side carries no teeth, is much smaller, and does not reach down to the alveolar level. It has a process projecting laterally under cover of the zygomatic arch and is immovable. Neither mass contains any air sinus, and probably both are attached to the sphenoid and inferior border of the zygoma.
The hard palate is intact, and the soft without cleft or scar but asymmetrical, being thinner near its free border on the right. There are two uvula, that on the right being half the size of the other and further from the midline ( fig. 4 ).
FIG. 4.
The cleft is described as secondary -because it does not follow the line of junction of embryonic processes except for a part of its extent; somewhat similar clefts recorded are generally held to have been due to amniotic bands (Griinberg). Some cases among those collected by Morian resembled primary transverse facial clefts, but differed from them in that the clefts did not pass to the external auditory meatus but upwards towards the temple, often breaking through the zygomatic arch. In most cases on record death has occurred immediately after birth, and the clefts seem to have been bilateral, that on the left beiing placed more anteriorly, associated with other severe defects, especially those of the cranial vault. In many the amniotic bands were found in place. The case described by Chavane is a good example, and may be recalled for comparison.
It concerned an eight'.months' fretus, which died at birth. The cranial vault was absent, and the amnion was adherent to the meninges. There was a deep cleft on each side of the face, asymmetrically. On the left it ran from the outer side of the eye through the upper lip, dividing the soft tissues and alveolus and reaching the soft palate. On the right it started from the soft palate, which was divided obliquely, passed through the right labial commissure in a horizontal direction, and then turned vertically through the cheek behind the eye, separating the zygoma from the maxilla. A strong amniotic band was adherent to the bottom of the cleft and to the meninges, and passed, from the cleft in the left alveolus across the soft palate, behind the right maxillary tuberosity, and so out on to the face again.
Chavane's illustration of his dissection shows that the deciduous teeth were more or less normal in number and arrangement (one right incisor seems to be absent), although the cleft passed between the left canine and molars and the latter were displaced backwards. In this and other recorded cases the maxillary region appears to have been caught, as it were, in a vertically suspended noose, the lowest part of which was attached near the soft palate.
Comparing our case with Chavane's it may be right to conclude that in ours the division of the maxillary process took place at a very much earlier stage of development. The fragments of the right process did not remain as two complementary pieces of a right maxilla containing the appropriate teeth, but instead an increase in number of the teeth resulted and an abnormal development of the two pieces, which may be regarded as an attempt to compensate for or recover from the injury, or even to form two maxille. It is noteworthy that in our case a wisdom tooth is in the anterior portion. The widely separated uvulhe are evidence that the cleft was not formed by division after the complete union of the palatine processes (at about the 25 mm. stage).
Our case should also be considered in relation to some others, usually classed as polygnathus or paragnathus, in which a rudimentary half lower jaw with teeth occurs at the side of the principal jaw or in the cheek. While some of these are'no doubt primary double formations, others in animals are in the opinion of Kitt (Peckert) undoubtedly the result of splitting or infolding of the mandibular process, or the first arch, by amniotic folds, such as he found in place, leading to the formation of accessory jaw fragments, adjoined or detached, and carrying additional incisor or cheek teeth. In Israel's case (Ahlfeld) an otherwise well-formed newborn child had a cleft of the left external ear and a swelling in the left cheek containing a rudimentary half-mandible with five tooth-germs in it.
Professor T. B. Johnston, who kindly went through these notes suggests that the small size of the uvula and thinness of the palate on the right side are due to incomplete development of the muscles. To account for the accessory bone on the left side while all the other evidence of injury is on the right he supposes that this may be a compensatory development brought about by a displacement of the mandible due to the abnormal events occurring on the right. While agreeing that the case is one of secondary cleft he finds it difficult to conceive that it was caused by an amniotic band owing to the restricted nature of the injuries. This case supports the view that supernumerary or supplemental teeth are not always a primary malformation.
We are indebted to Dr. H. M. Worth for his radiological investigatidn of the patient.
